From:

p4/10/2010 B82:31 8659945733 HEALTH GARE FACILITY PAGE 16/16
. : FORM APPROVED
Division of Health Ca Facili
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUERICLIA %2} MULTIPLE CONSTRUETION X3 gg‘!ﬁ;ﬁpfé!TRngY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: ABULDING 01~ MAIN BUILDING 04
B.WI
TN7701 NG — 04/132010
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 2IP CODE
460 DELL TRAIL, PO BOX 878
NHC HEALTHCARE, SEQUATCHIE 260 DL N 373z
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s)
gx‘ég& (EACK DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (BAGH CORRECTVE ACTION BHOULD BE - COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROS&REFEREgggg 1‘:;_?‘;%& APPROPRIATE DATE

N 002] 1200-8-6 No Daficiencies N 002

Basad on absarvation during the survey there
were no fire safety deficiencies.
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